There has been unanimous opinion from the psychiatrists, legislators, legal authorities, social workers and general public regarding the need for modifying the existing Indian Lunacy Act, 1912. The Act is basically adopted from the British rules. The Indian Lunacy Act, 1912 is being put forth for major modifications, probably for the better. The mental health Bill has been introduced once again in the Rajyasabha. Though every time we think of the Act and the Bill we cannot help comparing the two, or considering modifications and alterations to improve the facilities for mentally ill. What we usually do not consider is whether there is any need for a separate legislation for the mentally ill. Does it not complicate the ultimate management and care of the mentally ill ? Does it not cause further harm by stigmatising and segregating mentally ill from other illnesses ? The answers to these questions can be derived by analysing the situations and purposes for which the Act was put forth.
The Act at its inception was meant to serve two useful purposes. Firstly, during the British Raj it was considered duty of the King to provide shelter and protection for the 'minors, idiots and lunatics', since they were considered incapable to taking care of themselves. Secondly, the legislation was meant more for the safety of the society rather than the treatment of mentally ill persons. It was more for custodial rather than therapeutic care. During those days when these legislations were formulated there were no psychiatrists in the country and there were no proper methods of treatment known. To prevent the society from the so called dangerous persons and from the mentally ill person, mental hospitals were established in our country, and to legalise the policies for admission to these institutions the Indian Lunacy Act was formulated. The poor conceptualisation of mental illness is clearly evident from the description of mentally ill in the Act by the use of terms as 'Lunacy', 'Insanity', 'Unsound mind ', and 'Idiots' etc. But in the present context, the concept of mental illness has entirely changed. The understanding of the mental illness has become much more rationalised and current researches have repeately indicated towards the possible underlying biological mechanisms. The management of psychiatric patients -pharmacological, behavioural, physical, psycho-social and rehabilitative -is much more clearly understood and put into effect. Mental health professionals have been making desperate efforts to consider mental illness at par with other physical illneses.
More and more specific forms of treatment and also the preventive medications have been discovered. There has been an awareness in the public and professionals to consider the mental illness just like any other forms of physical illness. Yet another important development is that the mental health care has spread outside the premises of the mental hospital to the psychiatric units, departments in general hospitals and also into the community. Actually the National mental health programme envisages the following:
1. To ensure availability and accessibility of minimum mental health care for all in the foreseeable future 2. To encourage applications of mental health knowledge in general health care and in social development 3. To promote community participation in the mental health service development and to stimulate efforts towards self help in the community.
Considering all these developments one has to think whether the need is for modifying the law or to scrap the law. There are mental hospitals where the mentally ill people will not be in a position to get themselves admitted into because of the very nature of mental illness, to facilitate which the Bill might be of help. A legislation also is needed in cases of mentally ill persons when wandering in the streets, causing damage to public property and threat to the public. Apart from these considerations for modifications there are.no other reasons as to why the Act should be retained.
The problems due to the Act and the proposed Bill are numerous. In the Bill there are five categories of admission procedures. Some of these are unnecessary and further complicate the issues. Actually, in general hospital psychiatry units patients are admitted and discharged on the same terms as medically ill patients. This raises two questions. Firstly, why should there be a differentiation amongst psychiatric patients -depending on where they present themselves ? Secondly, since these patients can be admitted without utilising the admission procedures in one place, so they can in the other.
The certification and decertification procedures are again highly controversial, since with the availability of qualified mental health professionals the role of magistrate and Board of visitors can be highly questionable. How can a person without apparently no knowledge of the current concepts of psychiatric illness give a ruling over and above a person trained, qualified and practising psychiatry. In such circumstance, the psychiatrist's role is reduced to a veternary physician's. Also, the judiciary being overloaded with their own work the resultant slackness in their involvement with psychiatric patients is understandable. Paradoxically, where the judiciary's help might be required, it cannot be achieved. For example, the involvement of relatives in the care and management of their wards cannot be forced upon by the law. Also to maintain aftercare and follow-up no help is granted. During many psychotic episodes, improvement can be achieved with just a short hospitalisation. The decertification procedure unnecessarily prolongs hospital stay and puts undue financial burden on the hospital.
There are other controversial items in the proposed Bill. Medical practitioners as homeopathic, ayurvedic and other non-MBBS 'doctors' have also been empowered to certify admissions. It seems highly contradictory since death certificates, medical and fitness certificates by these practitioners are invalid for insurance and other related purposes. The Bill also intervenes in the licensing system. There are unwanted authorities entrusted with the law regarding looking for facilities and functioning of psychiatric nursing homes. When this is not so for other medical and surgical clinics and nursing homes why should it be applicable for psychiatric nursing homes only ? Can non-psychiatric nursing homes not be abused or misused ? Are they not supposed to have a minimum set of facilities ? Does it not further segregate and unintentionally stigmatise psychiatric illness and practice ? Do we have a solution ? It is possible, if we do away with the Act. There is no need of a separate law to interfere into the affairs of psychiatric practice. The treatment and care of psychiatric patients can be better without the law. Admissions should be purely voluntary. If the patient cannot give consent the relatives should be able to sign on behalf of the patient. After all, do relatives not sign for a patient in coma or having head injury or certain severe physical illnesses. Voluntary admission might be difficult at times for a patient suffering from severe paranoid or depressive illness. Similarly, patient who is excited or has severe mental retardation might not be in a position to consent for voluntary admission. Under such circumstances, family members can consult other relatives, family physician and the treating psychiatrist for acquiring psychiatric care or hospitalisation. Probably a group of individuals including the Medical superintendent, social workers or social agencies, and district health officers can take some decisions on care of neglected psychiatric patients in the society. The police can be authorised to help relatives bring patients to the hospital. The appointment of a manager to look after property aspects is a purely legal matter and does not need to be in the Act dealing with admission and care procedures. Similarly, rights to accept or refuse treatment, informed consent do not require separate legislation.
The handling of psychiatric patients should be as much like medical patients as possible, thus removing the stigma associated with special treatment. Involuntary admissions should be abolished or used only as a last resort or in emergency situations. With the integration of mental health programmes in the primary health centres most problems of psychiatric illness would probably be handled in the peripheral centres. The 1955 survey of W.H.O. indicated that the law in many countries was designed primarily to protect society from mental patients. With effective therapy and care of psychiatric patients, this danger is markedly reduced. There is a lingering fear that mentally ill are dangerous or potentially dangerous to others despite the fact that reliable researches indicate that in some countries the mentally ill and retarded have rates of crime and violence equal to or lower than general population.
Thus, the alternative can be safe and effective in the long run and should be given a due trial. After all, an Act which might not be necessary, need not be in force. There could be fears of politicising admission procedures and that liberalisation could be harmful but in a democratic country like ours, such a problem might not arise.
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